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Congressional Policy Guidance

Should Improve Military
Hospital Planning

Department of Defense

Defense is undertaking a medical facility
modernization program estimated tc cost
$2.9 billion and to centinue through fiscal
year 1980.

In July 1976, the Congress gave Defense.

--A method for determining the number
of acute care hospital beds for active
duty members and their dependents.

--Quidance on provicing acute care beds
for other eligibie beneficiaries.

--Guidance on providing for specialized
medical facilities and other mulitary re-
_ quirements.

--Direction on the coordinatiun needed
between the Federal and civilian sec
tors.

Prompt implementation of these guidelines
should mprove Defense’s hospital planning
and enable the Congress to make more In
formed decisions when considering the need
for future hospitals.
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COMPTROLLER GENERAL OF THE UNITED STATES
WASHINGTON, D.C. 20048

B-161475

The Honorable George Mahon )
Chairman, Aprropriations Committee
House of Representatives

Dear Mr. Chairman:

This report is in response. to your October 28, 1975,
request asking us to review the planning for three military
hospitals included in the Department of Defense's fiscal year
1977 budget request--Fort Campbell Army Hospital, Orlando
Naval Hospital, and the Altus Air Force Base Hospital.

During the process of our review, the Congress approved
funds for the three hospitals and provided policy guidance
to the Department of Defense on hospital planning. There-
fore2, as agreed with your office, the report now focuses on
the congressional guidance provided and action the Defense
Cepa~vtment needs to take tu insure that future hospital plan-
ning is in accordance with this policy guidance.

The report also discusses our mcdel for determining acute
care bed needs in military hospitals and its application to
the hospitals included in the Department's fiscal year 1977
budget request. The model used in setegmining hospital size
was developed as part of our earlier review of planning for
the San Diego Naval Hospital. Our method of determining hos-
pital size has been accepted by the Department of Defense as
more precise than its planning criteria for measuring acute
care bed needs.

The Department's written comments have not been included
in this ceport because they addressed issues included in the
draft report which no longer apply in view of recent congres-
sional action. We have discussed the final report with appro-
priate Cepartment officials.

B 7l ot

Comptroller General
cf the United Statas
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COMPTROLLER GENERAL'S CONGRESSIONAL POLICY GUIDANCE

PRI R = L TR AL

REPORT TO THE COMMITTEE ON SHOULD IMPROVE MILITARY
: APPROPRIATIONS, HCOUSE OF HOSPITAL PLANNING
i REPRESENTATIVES Devartment of Defense

DIGEST

The Department of Defense is undertaking

a health facilities modernization program
estimated to cost $2.9 billion and to con-
tinue through fiscal year 1980. The House
Committee on Appropriations asked GAO to
review the planning for three hospitals
included in Defense's fiscal vear 1977
budget request--the Fort Campbell Army
Hospital, the Orlandc Naval Hospital, and
the Altus Air Pcrce Hospital.

During an earlier review of the planned

San Diego Naval Hospital, 1/ GAO developed
a model for determining acute care bed needs
in military hospitals. The model was used
when reviewing the proposed Fort Campbell
and Orlando hospitals (see pp. 14, 16).

The model was not applied to the proposed
Altus hospital because the patient workload
data base was too small. However, GAO 4id
analyze historical worklcad data and De-
fense's size estimate for the Altus hos-
pital.

The GAO model for determining acute care
bed needs and the size analysis for each
hospital are discussed in chapter 3. In
July 1976, the Congress approved funds
for the three hospitails.

After GAO completed fieldwork on the three
hospitals, the Committee requested the in-
formation GAO had gathered. It was provided
and was used by the Committee during its

' 1/"Policy Changes and More Realistic Planning
Can Reduce Size of New San Diego Naval Hos-
pital,' HWD-76‘117' Apr. 7. 1976.

Taar Sheet. Jpon removal, the report i HRD=77-=5
cover date should be noted hereon.




fiscal year 1977 military construction hear-
ings. Also, on May 2, 1976, GAO reported to
the Committee on the results of its size
analysis of the proposed Orlando Naval Bospi-
tal (MWD-76-127).

Both the report on the San Diego hospital
and the information GAO gave the Congress
regarding the three hospitals were in-
strumental in Congress decision to pro-
vide Defense with policy guidance in July
1975 on the method to be used for determin-
ing acute care bed needs and other matters
affecting future military hospital plan-
ning. A synopsis of the congressional
policy guidance follows.

--Acute care hospital bed requirements
for active duty members and their de~
pendents throughout the Defense hos-
pital system should be calculated with
the GAO model for determining hospital
size using teaching hospital data to
determine the size of a teachirg hos-
pital and nonteaching hospital data
to determine the size of a nonteaching
hospital. (See p. 6.)

--Defense should carefully review the
adequacy of its guidelines on provid-
ing beds for retirees and dependents
of retired and deceased members. While
the review is underway, beds for these
beneficiaries should be provided in
accordance with existing guidelines
which permit the bed requirements for
active duty members and their depend-
dents to be increased by 5 percent in
nonteaching hospitals and 10 percent
in teaching hospitals. (See p. 7.}

--Basic bed requirements calculated using
the GAO model may be adjusted to provide
for such legitimate program factors as
mobilization requirements and such
specialized facilities as a burn center.
However, such adjustments must be fully
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justified®md supported and requested
as add-ons to the basic bed requirements.
{See p. 6.)

--Basic requirements should not include
beds for beneficiaries currently re-
ceiving care in civilian hospitals
under the Civilian Health and Medical
Program of the Uniformed Services.
However, the Congress will consider
providing beds for these benefici-~
aries in new hospitals provided in-
house treatment is less costly to
the Government as a whole. (See
pe 6.)

--Defense should develop policies to make
cost effective use of existing adequate
Pederal and civilian hospitals ard
should plan future bed capacity with
other Federal and civilian health care
representatives. ({See p. 7.)

In addition, the Congress gave Defense
specific guidance for planning the new
San Diego Naval Hospital.

The Congress has given Defense clear
direction which should improve the plan-
ning of new military hospitals. To the
extent future hospitals are planned based
on this policy guidance, Congress should
be zble to better identify and consider
the peds required to support the basic
medical needs of the beneficiary popula-
tioa and beds required for other valid
purposes. (See p. 8.)

The Secretary of Defense should promptly
develop specific instructions to implement
the policy gquidance and communicate those
instructions to Army, Navy, and Air Force
officials responsible for planning military
hospitals. (See p. 8.)

iii




R

FEN



CHAPTER 1

INTRODUCTION

In February 1972 the Secrecary of Defense approved an
accelerated medical facilities modernizaticon program o Dde
accomplished in fiscal years 1974-78. Because of dJdelays,
the target date nas now been extended througn 1980. The
total cost is estimated to be $2.9 billion. The Deparim-..t
of Defense (DUD) requested S$145 million in its fiscal yr::
1977 oudget te construct and renovate nospitals and related
Eacilities. Approximately 3106 millien of this amount w=e
to be used to replace the Fort Campbell Army Hospital iu
Kentucky, the Orlando Naval Hospital in Florida, and tne
Altus Air Force Base Hospital in Oklahoma.

-

At the request of tne Chairman, Committee on Apgrop -a-
tions, HYouse of Representatives (see app. I), we reviereg
DOD's planning for these hospitals. : .

CONSTRUCTION AND USE OF
MEDICAL FACILITIES

Section .1087 of title (0 of the United States yeds
provides that space for inpatient care in military fszili-
ties may be planned for active duty members, dependenrrs ..
active duty members, retirees, and depandents of retizcd
and deceased members. Tne legislation gives the Secvetary
of Defense authority to limit the space planned for ta.
beneficiaries as folilows:

“The amount of space so programmed shall be
limited to that amount determined by the
Secretary concerned .o be necessary to sup-
port teaching and training requirements in
uniformed services facilities, except that
_dace may be programmed ir areas having a
arge concentration of retired members and
neir dependents where ther. is also a pro-
jected critical shortage of community facili-
ties.”

- Sections 1071 and 1076 of title 10-provide that depen- -
dents of active duty memoers, retirees and dependents of : .
tetired and deceased members are entitled to receive medical

care in military hospitals subject to the availability of

space, fac:i.lities, and staff. These beneficiaries are also

authorized to receive medical care from civilian sources
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under the Civilian Health and Medical Prcgram of the
Uniformed Services (CHAMPUS).

Before using civilian facilities, retirees and all de-
pende..ts residing within 40 miles of a military medical
facility must obtain a nonavailability statement from zn
official at that military hospital certifying that it is
not practical, or the facility is unable, to furnish the
required inpatient care. However, DOD implementing instruc-
tions provide exceptions to this general rule in certain
circumstances. )

Tne Gorsernment pays most of the costs of medical care
provided in civilian facilities. All retirees and the de-
pendents of retired and deceased mempers vho are eligible
for Medicare lose tneir CHAMPUS penefits upn reac:ing
age 65. These beneficiaries are still eligible for care
in military facilities and some for care in Veterans Admin-
istration facilities.

The Assistant Secretary of Defense for Health Affairs
is responsible for (1) reviewing health matters within
DOD, including the construction of military hospitals, and
{(2) assisting the Secretary of Defense with the health and
medicai aspects of DOD policies, plans, and programs. Tne
Sutyeon General of each service is r2sponsible for deter-
mining requirements for hospitals in accordance with
estaplished DOD policies and procedures.

DOD's criteria for determining the size of nospitals
is in draft form, aated May 15, 1974. it provides 4 acute
care beds per 1,000 active duty members and 4 acute care
peds per 1,000 dependents of active duty mamoers. Space 1is
included for retirees and dependents of retired and deceased
members by adding 5 percent in nonteacning hospitals and
10 percent in teaching nospitals to the space provided for
active duty mempers aud their dependents.

According to DOD, the l(-percent factor for teaching
hospitals was determined during meetings in 1966 and 1967
between DOD and the American Medical Association accredit-
ing boards for the medical specialties. After considering
several alternatives, the Secretary of Defense selected 5
and 10 percent as apgropriate planning facters.

Army and Navy plans for the hospitalc in the 1977
budget were based on the DOD draft criteria. The Air Force
plans, nowever, were pased on a 1968 DOD criterion wajch
uses past hospital use data to estimate future hospital ped
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requirements. DOD generally adjusts bed estimates when
necessary to reflect the provisions in its draft criteria.

INFORMATION PREVIOUSLY SUPPLIED
TO THE CONGRESS AND RESULTING ACTIONS

On April 7, 1976, we issued a report entitled “Policy
Changes and More Realistic Planning Can Reduce Size of
New San Diego Naval Hospital, *(MWD-76-117). 1In that report
we recommended that DOD change its criteria for determin-
ing the acute care bed needs for new military hospitals be-
cause it:

--Did not accurately reflect actual or expected demand
for acute care beds.

--Provided bed capacity to absorb the CHAMPUS workload
into the military health care system.

--Provided tor a substantial number of beds, in some
instances, to treat retirees and dependents of
retired and deceased members when there were acute
care beds availaole in nearby civilian facilities.

We proposed & new method for determining acute care bed re-
quirements which, basically, accumulated actual length of
stay data for each patient in a military hospital, adjusted
it to reflect tne average lengtn of stay data of comparaople
patients in civilian nospitals, and calculated the number
of acute care beds needed based on the adjusted data. 1In
commenting on our report, DOD said that our model was

sound and represented another step forward in the area of
planning the size of hospital facilities.

In the report on the San Diego Naval Hospital we also
noted existing opportunities to further reduce ~rhe number
of acute care peds needed in a new military nospital. These
opportunities were addressed in twoe fundamental questions:

1. Should new hospital facilities be built to support
the medical needs of all segments of the current
beneficiary population--active duty members, tneir
dependents, retirees, and dependents of retired
and deceased memnbers--or snould some limitation be
specified?

2. Should some eligible beneficiaries be treated at
otner nearby Federal nospitals which have large
excess ped capacities?

3



After  completing our fieldwerk on the Fort Campoell,
Orlando, and Altus nospitals, we were asked to provide the
House Appropriations Committee witn the information we

nad gathered. This informatisn, provided on Marcn 31, 1976,

was used by the Committee during its fiscal year 1977 mil-
itary construction hearingrs.

On May 2, 1976, we reported to the committee on the
results of our analysis of the size of the proposed Orlando
Naval Hospital (MWD-76-127). The conmmittee used this in-
formation durirg its markup session on DOD's fiscal year
1977 military construction requerct.

Both the report on the San Diego hospital and the in-
formation we gave the Congress on the three hospitals in-
cluded in DOD's fiscal year 1977 oudget request were in-
strumerntal in the Congress decision to give DOD policy
guidance on the criteria to be used in determining hospital
size and other matters affecting future military nospital
planning. W®hen tne Congress provided this policy guidance
to DOD in the “House of Representatives Conference Report
No. 94-1314," July 1976, it also approved $100.8 million
to -construct the three military hospitals which were the
subject of our review. Accordingly., as agreed to by the
committee, this report now focuses on what D0D must do to
carcy out the Congress policy guidance rather than on the
three nospitals included in its fiscal year 1977 budget
request.

DOD's written comments addressed the version of this
report which focused on the three hospitals. Because tnose
comments were made without the benefit of the congressional
policy guidance and because they raised issues wnich are
no longer pertinent in view of the recent congressional ac-
tion, they are not included in this report. we have, now-
ever, discussed this report with appropriate DOD officials
and their comments are incorporated where appropriate.

-
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CHAPTER 2
CONGRESSIONAL POLICY GUIDANCE SHOULD

IMPROVE DOD'S AETHOD FOR

PLANNING FUTURE MILITARY HOSPITALS

The Congress has provided DOD with policy guidance on
several issues which should substantially improve futu<e
mi’itary hospital planning. Some of these issues were called
to the Congress attention in our previous report on the plan-
ning for the new San Diego Naval Hospital.

Overall, the policy guidaice gave DOD clear direction
on the method to be used in (1) planning for acute care beds
in military hospitals for all beneficiaries and (2) providing
for specialized facilities and other military requirements.
In addition, the guidance called for greater coordination
among Federal agencies and civilian sectors in future hospi-
tal planning. Prompt implementation of this policy guidance
should improve DOD's plamrning for future military hospitals--
including those to be constructed 2s part of its $§2.9 billion
medical facility modernization prograsa.

CONGRESSIONAL POLICY GUIDANCE

In July 1976, the Congress adopted the conference report
on the military construction apprupriations bill for fiscal
year 1977, which provided DOD with policy guidance concerning

the following issues:

--The method to be uswed by DOD to determine acute care
bed regquirement: for military hospitals.

-=-The accommodation of the CHAEPUS workload.

--The planning of acute care beds for retirees and
dependents of retired and deceased military personnel.

-=-The use of nearby exisSting Federal and civilian health
care facilities.

--The size of the San Diego Naval Hospital.



Determining acute care bed regquirements

The conference report stated that acute care bed
requirements for active duty members and their dependents
throughout the Defense hospital system should be calculated
with our model for determining hospital size using teaching
hospital data to determine the size of a teaching hospital
and nonteaching hospital data to determine the size of a non-
teaching hospital. The method is to be used consistently when
determining the size of hospitals throughout the DOD hospital
system. Exceptions could be made for very small hospitals
where our method may have limited application because of the
small workload data base generated by those facilities.

DOD said that our method for determining hospital size
would be used until a more restrictive policy, which in-
cludes matters not detailed in the conference report, could
be developed and carried out.

According to the conference report, acute care bed re-
quirements could be adjusted to provide for leg.timate program
factors such as mobilization requirements and such specialized
facilities as a burn center. However, such adjustments must
be fully justified and supported, and shculd be requested as
add-ons to the basic hospital size needed to meet the regquire-
ments of active Aity members and their dependents calculated
using our method for determining hospital size.

CBAMPUS workload

The conference report also discussed section 750 of
Public Law 94-212 which directed retirees and dependents
residing within 40 miles of a military medical facility to
seek care at that facility. 1/ If care could not be provided
there, the beneficiary would be authorized to obtain care in
a2 civilian hospital under the CHAMPUS program. This legisla-
tion was designed to reduce the CHAMPUS workload and increase
the use of existing military medical facilities.

The conference report reaffirmed that the intent of sec-
tion 750 was to increase the use of beds in existing military
hospitals and it was not be to used as a rationale for justi-
fying the need for additicnal acute care beds. The report in-
dicated however, that the Congress would consider providing
beds in new military hospitals or in hospital facilities which

1/Restrictive language repeated in sec. 742 of DCD's fiscal
year 1977 Appropriation Act--Public Law 94-419.
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are being extensively modified--for beneficiaries now receiv-
ing care under the CHAMPUS program--provided the cost of such
‘in-house treatment was less costly to the Government as a
whole, and suchk a determination was supported by careful
economic analysis.

Providing beds ror retirees
and dependents of retired and
deceased members

The conference report directed DOD to carefully review
its gquidelines for providing bed capacity for retirees and
dependents of retired and deceased members. Until the review
was completed, the Congress suggested that DOD follow the
existing guidelines which provide for increases of 5 percent
in planning nonteaching hospitals ard 10 percent in planning
teaching hospitals. The review was considered necessary
because:

--The guidelines were established several years ago.
--Military medical teaching programs have changed.

--The retired military population has been increasing
and has tended to concentrate in certain areas.

Use of othar nearby Federa2l
ang civiiian facilities

The conference report expressed the view that in order
tu maximize the effect of Pederal dollars already spent and
to insure that health care facilities are not overbuilt,
better coordination is needed among Federal agencies and
civilian medical sectors. Therefore, the conference report
recommended that DOD:

--Develop policies to make maximum and cost effective use
of existing adequate Pederal and civilian hospitals.

--Coordinate the planning of future bed capacity, par-
ticularly any additional capacity for retired per-
sonnel, with other Pederal and civilian health care
representatives.

San Diego Naval Hospital

Finally, the conference report directed the Navy to
determine the size cof the San Diego Naval Hospital, a teach-
ing hospital, using teaching hospital data. Further, tae
report directed the Navy to provide beds for retirees and
dependents of retired and deceased members in accordance with

7
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the existing guidelines, unless good reason was shown to
deviate from those guidelines. As previous.iv mentioned,
current DOD guidelines would permit an additional 10 parcent
of the beds needed for active duty members and their depend-
ents. In addition, the Navy was specifically directed to
follow the guidance in the conference report on the space

to be provided for CHAMPUS patients.

CONCLUSIONS

We believe that the Congress policy guidance has provided
DOD with clear direction that can improve the planning of new
military hospitals--including thLose to be constructed as part
of DOD's $2.9 billion medical facility modernization program.
That direction calls for greater recognition of military
hospitals as an integral part of the Nation's total health
care capability and greater interaction among DOD and other
Federal and civilian health care representatives in future
hospital planning.

The policy guidance recognizes that a large portion of
DOD's beneficiary population is eligible for medical care in
civilian hospitals under one or more Federal programs, or in
other segmen<s of the Federal -health care system. The report
also directs DOD to use a method similar to our model for
determining the basic cequirements for hospital acute care
beds. Then DOD can consider additional beds for other jus-
tifiable and supportable program factors. This approach
should permit the Congress to better identify the beds re-~
guired to support the basic medical needs of the beneficiary
population and those beds justified for other purposes.

RECOMHENDATION

We recommend that the Secretary of Defense act promptly
to develop specific instructions to impiement the congres-
sional policy guidance and communicate those instructions to !
Army, Navy, and Air Force officials responsible for planning
military hospitals.

i
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CHAPTER 2

ANALYSIS OF HOSPITAL SIZE

As part of our review, we assessed the overall condition
of three hospital facilities included in DOD's fiscal year
1977 budget, analyzed their workload by beneficiary category,
and evaluated the hospital size proposed by DOD. We also
assessed the availability of excess beds in other nearby
Federal and civilian hospitals.

On March 31, 1976, we provided the House Appropriations
Committee with information on the condition of the three ex-
isting hospitals, the proposed new construction, and the
availability of beds in other PFederal and civilian hospitals
located near the proposed military hospital. On May 2, 1976,
we reported to the committee on the results of our analysis
of the size of the new Orlando Naval Hospital. The committee
used this information when considering DOD's fiscal year 1977
budget request for the military medical construction program.

This chapter describes how our hospital sizing model
works and presents the results of our size analysis for the
Fort Campbell and Orlando Hospitals. We did not use our model
to analyze the size of the Altus Hospital because we believed
the workload data base was too small to permit a valid statis-
tical comparison with civilian hospitals. 1Instead we evalu-
ated hospital use data provided by the Air Force.

GAQ MODEL FOR DETERMINING HOSPITAL SI2E

Our model for determining hospital size. provides an
estimate of acute care bed needs in military hospitals by
accumulating the actual patient workload by diagnosis and
age group, then adjusting it to reflect data on average
lengths of stay in civilian hospitals. The civilian hospital
data is available from the Commission on Professiosnal and
Rospital Activities.

The Commission's Professional Activity Study (PAS)
publishes average lengths of stay statistics by diagnostic
category and age for patients discharged from PAS-member
hospitals. Statistics are published for regions of the
United States and the country as a whole. Member hospitals
use PAS data as a measure of their own efficiency in treating
patients. 1In analyzing the bed needs for the Port Campbell
Army Hospital and Orlando Naval Hospital, we used the PAS data
for the southern region of the country for 1974 so that the

PRy
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resulting hospital size would reflect the appropriate
treatment pattern for that region. The PAS southern region
statistics include data from 440 hospitals. About 33 per-
cent of these have internship and residency programs. Of

the total 440 hospitals, 23 had over 500 beds, A6 had between
300 and 500 beds, and 351 had less than 300 beds.

The PAS system has 349 primary diagnoses categorized.
The average length of stay can be determined by knowing
(1) the primary diagnosis, (2) if the patient had a single
or multiple diagnosis, (3) if the patient underwent an opera-
tion, and (4) the patient's age. The value of the data is
enhanced by "variance" figqures which allow the user to sta-
tistically determine its deqgree of reliability. PAS also
provides length-of-stay figures for various percentiles of

_the populaticn. For example, the length-of-stay figure at

the 95th percentile is exceeded by only 5 percent of the
population.

Below is an example of data for .ne diagnostic group.

178: Acule aspendicitis withowt peritonitis (540.0)
TIPE OF TOTAL - AVR, , VAR
PATIENT | PATIENTS STAY ' ANCT
[1}) m M
1. SNGLE
A T 1y 26 3 2
2034 : L 2
3549 % 12 5 H
3084 . 15, . a
o . N OO H
& orsent
19 TR ! B3 A2 3 3
2034 arr | a3 ? 4
384 1 1208 &3' & s
5544 ; a8 4
“e ; i, %o, 1 ?
o
su™ . 8 ¥ i {
3549 0 49 » 3
3064 14 [ Y] F 14 :
& : 12- 11 ™
-t hem i un u, vk 3
! TS g &
B8 i ;
o P33 Ip H
! : ;
}

3

Source: “Length of Stay in PAS Hospitals,” Commission on
Professional and Hospital Activitiss, 1974.
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During 1974, statistics were compiled on 3.2 million of
the 3.4 million patients discharged from member hospitals in
the southern region. Excluded from the statistics were pa-
tients whe (1) died, (2) transferred to another hospital,

{3) lect against medical advice, or (4) lacked pertinent data
items in their medical records. Patients who stayed over

100 days are not included in the average figures but are in-

cluded in the percentile figures. The large base enables PAS
to prcvide accurate average length-of-stay data.

Basically, our method for determining hospital size ac-
cumulates the actual use data of each patient-im the military
hospitals and compares it with the average length of stay of
comparable patients in civilian hospitals.

This process was accomplished by a computer program
designed to:

-=-Accunulate the actual length of stay of each patient
discharged from each hospital during 1974.

~=Extract from the data each patient's primary diagnosis
and age, as well as whether the patient had a single
or multiple diagnosis, and whether the patient under-

went surgery.

~~Match each pztient's characteristics with those of a
corresponding patient in the community hospitals listed
in the PAS data.

--Accumulate the corresponding PAS average length of
stay for patients discharged from each hospital during
1974.

Since the PAS length-of-stay statistics do not include
patients who died or were transferred to other hospitals, we
used unadjusted actual length-of-stiay data for these patients.

Special consideration was also given to patients who had
gtayed in the hospital for 100 days or longer. The PAS aver-
age length-of-stay figures do not include these individuals,
but the PAS percentile distribution data does. We determined
the community hospital length of stay for each patient who
had stayed 100 days or longer by using the PAS data cor-
responding to the 95th percentile.

Using the above data, we calculated (1) the total number
of bed days for each patient discharged from each of the



hospitals in 1974 and (2) the adjusted total number of ted
days. We then determined the number of acute care beds needed.
by calculating the average number of beds occupied on any
given day and then adding a factor to allow for short-term
random fluctuations.

Under DOD policy, the size of proposed hospitals with a
projected average daily patient load of 90 patients or more
can be based on an 80-percent use rate, while the size of
smaller hospitals is based on a 75-percent use rate. Accord-
ingly, the total number of required beds projected on the
basis of past experience is increased 25 percent and 33 per-
cent, respectively.

The flow chart on the following page illustrates the se-
quence of operationy which leads to the hospital size determi-
nation.
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SEQUENCE OF OPERATIONS IN
DETERMINATION OF HOSPITAL SIZE

PAS
DATA
BANK

CREATE PAS LENGTH
OF STAY TASLE
BROKEN DOWN BY

DIAGNOSIS, AGE, ETC. }

USE MILITARY HOSPITAL
PATIENT DIAGHOSIS,
AGE, ETC. TO FIND

MILITARY
HOSPITAL
PATIENT
DISCHARGE

TOTAL ACTUAL
BED DAYS FOR
ALL PATIENTS

PATIERT
DIE OR

TRANSFER
?

CORRESPONDING PAS
AVERAGE LENGTH OF
STAY

LENGTH OF STAY

b1o
NO PATIENT
STAY 100 CAYS

OR MORE
N ?

USE MILITARY HOSPITAL
PATIENT DIAGNOSIS,
AGE, ETC., TC FIND
CORRESPONDING PAS

USE ACTUAL LENGTH
OF STAY iN MILITARY

LENGTH OF STAY AT HOSPITAL
THE 9STH PERCENTILE
[LENGTH OF § [ CEnGTR OF
STAY

ACCUMULATOR

summaArY [

TOTAL ADJUSTED
BED DAYS FOR ALL
PATIENTS

—] SUMMARY

TOTAL REQUIRED
NUMBER OF ACUTE
CARE BEDS
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FORT CAMPBELL_ARMY HOSPITAL

The new Fort Cam ...l hospital will consist of a2 six-
floor inpatient tower and two adjacent two-floor buildings
¢’ :itaining 241 acute care beds, as well as ancillary services
+ ' outpatient clinie . There is no provision for separate
l.ght care facilitie in the hospital design. As of September
1976, the new hospi*al as estimated to cost $£58.2 million.

Size_analysis

DOD's estimate for 241 acute care beds at the Fort Camp-
bell hospital was based on providing 4 beds per 1,000 active
duty members and their dependents, plus 5 percent more bed
capacity for retirees and dependents of retired and deceased -
members.

The following table compares the estimated beds needed
based on actual use by the hospital in calendar year 1974
with estimated beds needed based cn PAS data.

Beds_needed _in 1874 (note a)
Estimate based Estimate based

on_ PAS data on actual use
Beneficiary category Number Percent Number Percent
Active duty 126 60 172 69
Dependents of active duty 50 24 46 19
Retirees 13 6 12 5
Dependents of retired/ i
deceased 16 8 16 6 :
Others 5 2 .2 1
Total 210 100 248 100

a/These estimates were based on an 80-percent occupancy rate

in accordance with DOD policy for hospitals having an aver- -

-

age dailv patient load of over 90.

Analysis of active duty patients' actual length of stay in

1974 showed an average of about 14.5 days, whil= patients in

similar age groups with comparable diagnoses stayed an average —-
of about 10.5 days in civilian hospitals. The comparison of

bed needs in the previous table and the length-of-stay data

above indicate that patient length of stay is not a serious

problem at Fort Campbell. Also, during 1974. retirees and
dependents of retired and deceased members accounted for

11 percent of the total beds used.
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The 1974 bed requirements shown on page 14 are converted
to beds-per-1,00C factors when divided by the 1874 pcpulati.n
for each beneficiary category as shown belo..

Estimated beds needed
per 1,000 population
Population Based on Based on

Beneficiary category 1974 PAS data actual use
Active duty 21,172 0.0 8.1
Dependents of active duty 30,700 1.7 1.5
Retirees 3,175 4.1 3.8
Dependents of retired/

deceased 6,700 2.4 2.4
Others - - -

Weiqhted average 3.4 4.0

As shown above, DOD's criterion of 4 beds per 1,000 active
duty members and their dependents does not reflect actual or
expected use by these beneficiaries.

Using the beds-per-1,000 factors, future bed require-
ments can be estimated using future population estimates.
The following table shows our projections 9f bed require-
ments for the Fort Campbell hospital.

Estimated beds
Projected 1980 needed in 1980

Beneficiaty category population Number Percent
Active duty 22,488 134 61
Dependents of active duty 31,500 52 24
Retirees 3,175 13 6

_ Dependents of retired/

deceased o 6,700 186 7

Others . < 2
Total 63,863 220 100

As shown in the above chart, about 220 acute care beds
will be needed to support the medical needs of the prajected
beneficiary population if hospital use continues at the same
rates as in the past. However, if DOD's criterica 2f 5 per-
cent more beds for retirees and dependents of retired and
deceased members were used, the number of acute care heds
needed could be reduced to 200.
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Light care facilities

In civilian hospitals most patients are discharged to
their home for far.ly care when acute care is no longer re-
quired. Often a military patient cannot return to a bar-
racks envir~ ment bec-~use suitable care is not available.

In these cir..~stances light care facilities are needed to
supplement .the .-ute care hospital.

Our model above showed that in 1980 about 220 acute care
beds will be needed to meet the needs cof beneficiaries if
they continued to use the facility at the same rate as in the
past. If the size of the hospital were determined on the
basis of past workload data alone, about 260 beds would be
needed. Since patient length of stay is not a serious prob-
lem at Fert Campbeil, the difference of 40 beds probably re-
flects the need for light care beds. The 200 acute care bed
need, calculated using DOD's 5 percent criterion, and the
approximate 40 light care bed requirement is consistent with
the 241 bed size requested by DOD.

ORLANDO NAVAL HOSPITAL

The new Orlando Naval Bospital will consist of 174 beds:
88 medical and surgical, 8 obstetrical, and 8 intensive and
coronary care. As of September 1976, it was estimated to
cost about $24 nillion.

Size analysis

DOD's estimate of 104 acute care beds for the new Orlando
hospital was based on its criterion of 4 beds per 1,000 active
duty members and their dependents, plus 5 percent more capac-
ity for retirees and dependents of retired and deceased
members.

Using cur model for determining hospital size, we cal-
culated the number of beds needed to support the hospital's .
beneficiary population in 1974. The following table compares.
by beneficiary category, the estimated number of beds needed
based cn actual use with the estimated number needed based on
PAS data.

16



Beds needed in 1974 (note a)
Estimate based Estimate based

on PAS data on_actual use

Beneficiary catego:iy Number Percent Number Percent
Active duty 20 22 42 34
Dependents of active duty 1l 12 11 9
Retirees 28 i 35 29

Dependents of retired/

deceased 28 31 32 __ 26
Others _4 4 3 __2
Total 1 100 123 100

a/The estimates in the above table were based on an 80-percent
occupancy rate in accordance with DOD's policy for hospitals
having an average daily patient load over 90.

Our analysis of the average length of stay data for ac-
tive duty patients at the Orlando hospital in 1974 showed an
average of about 13.5 days, while patients with comparable
diagnoses stayed an average of 6.4 days in civilian hospitals.

The average length-of-stay data and the difference of
22 beds needed for active duty members, as shown in the table
above, indicates that some patients are staying in acute care
beds longer than necessary. We did not evaluate in detail
the reasons for excessive lengths of stay at Orlando. How-
ever, our review of the San Diego Naval Hospital showed that
excessive lengths of stay were due primarily to administra-
tive delays and lack of light care facilities,

The previous table also shows that retirees and depend-
ents of reticred and deceased members made up about 55 percent
of the hospital's inpatient workload; this high percentage
of usage is consistent with statistics of previous years.

The bed requirements shown above are converted to beds-
per-1,000 factors by dividing the number of beds by the 1974
population for each beneficiary category as shewn on the next
page.
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Estimated beds needed
per 1,000 population
Population Based on Based on

Beneficiary category 1974 PAS data actual use
Active duty 7,835 2.6 5.4
Dependents of active duty 4,383 2.5 2.5
Retirees 12,970 2.2 2.7
Dependents of retired/

deceased 34,950 .8 .9
Others 1,688 2.4 1.8

Weighted a&erage 1.5 2.6

As shown above, DOD's 4 beds per 1,000 population cri-
terion for active duty members and their dependents is not
reflected in either expected or actual use.

Using the beds-per-1,000 factors, future needs can be
estimated using future population estimates. Our projection
for the Orlando hospital is shown below.

- ~ Estimated beds
Projected popula- needed in 1980

Beneficiary catégory tion 1980 Number Percent
Active duty " 13,982 36 30
Dependents of active duty 8,493 21 17
Retirees 13,694 340 .25
Dependents of retired/

deceased . 37,22% 30 25
Others 1,690 C__4 3

Total 15,088 121 100

If it were determined that beneficiaries would use the new
hospital at the same rates as in the past, 121 acute care
beds would be needed for the new hospital with beds for re-
tirees and dependents of retired and deceased constituting
about 50 percent of this requirement. However, if DOD’s
criteria of 5 percent more beds were used for these benefi-
ciaries, there would be a need for a facility with only

60 acute care-beds. 1/ -

1/Use of a 75-percent occupancy rate for hospitals with an
average daily patient load of less than 90 would cesult in
a facility of approximately 65 acute care beds.
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Light care facilities

As previously indicated some military patients could not
be discharged to a barracks environment because suitable care
is not available, and in these instances light care facilities

are needed.

Officials at Orlando said that a “holding company" was
being established for light care patients who are discharged
from the hospital but cannot return to full duty. When the
holding company is fully operational, 3 to 10 patients a day
are expected to reside there. The recruit dispensary at
Orlando is being reduced in size from 150 beds to 75 beds
and, according to hospital officials, will still have about
35 beds available when modifications are complete. We be-
lieve and the Navy agrees that the dispensary could be used
to meet the light care needs at Orlando.

ALTUS AIR FORCE HOSPITAL

The new Air Force hospital at Altus will have reinforced
concrete frame, floors, roof, and foundation and be partly
one-story and partly two-story in design. As of September
1976, the hospital was estimated to cost $11.4 million.

Size analysis

DOD estimated a need for 30 beds in the new Altus Hospi-
tal withcut using its criterion of 4 berds per 1,000 active
duty members and their dependents. Instead, the estimate
was based on the average daily patient load at the existing
hospital during the period February 1974 tc March 1975.
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Average daily
patient lcad )
Feb. 1974 to Beds programed

Beneficiary category Mar. 1975 ' for 1980
Active duty 5 5 .
Dependents of active duty 10 9 CoRes e
Retirees 2 -
Dependents of retired/
deceased _2 it o
Total 19 14
Dispersion factor (note a) 2
Additional 10 beds (note b) 10
5 percent addad for retired _2
Total 28
Total with rounding 30

a/The dispersion factor is included to allow for 85-percent
average bed occupancy rate.

b/According to DOD, 10 beds are included to "affect unpredict-
~able variants in mission and population.®

Our evaluation of hospital use data provided by the Air Force
showed that excessive patient length of stay has not been a
problem at Altus. During 1975, the average length of stay for
all beneficiaries, as well as for active duty patients alone,
was about 4 days. This was well below the average length of
stay for active duty members at the other facilities. Based
on our analysis, DOD's estimate appears adequate assuming the
Altus beneficiary population does not change greatly in the
future. Air Force population data indicated that the Altus
population is expected to decrease by about 4 percent between
1974 and 1981, an amount that would not greatly affect the
projected 3G-bed requirement.
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CHAPTER 4

SCOPE OF REVIEW

Our review was made at the Army Hospital, Fort Campbell,
Kentucky; Air Force Hospital, Altus, Oklahoma; and Navy Hos-
pital, Orlando, Florida; Office of the Assistant Secretary of
Defense for Health Affairs; Offices of the Surgeons General
of the Army and Air Force; and the Bureau of Medicine and
Surgery, Washington, D.C.

In reviewing planning for these hospitals and in analyz-
ing hospital size, we lpoked at:

--Past patterns of use, giving special attention to iength-
of-stay statistics and how they compare to community hos-

pital data.
--pPopulation served by the hospital health facility.

-=-Availability of other nearby Federal and nonfederal
health facilities. Our review at nonfederal facilities
aimed at identifying excess bed capacities and not to-
ward evaluating the willingness of physicians to treat
military patients in civilian hospitals under CHAMPUS.

Our primary sources of hospital use statistics were
magnetic tape records maintained by the Army Command Healti:
Information Systems and Biostatistics Aqency, Fort Sam Houston,
Texas; the Air Force Biowetrics Division, Washington, D.C.;
and the Naval Medical Data Service Center, Bethesda, Maryland.
The magnetic tapes contained information on all patients dis-
charged from the hospitals in calendar year 1974. The tapes
were verified by comparing a random sample of data for patients
discharged in the month of November 1974 against medical records
on file at the hospitals.

The average length of stay data for civilian hospitals
used in our analysis was obtained from the Commission on Pro-
fessional and Hospital Activities, Ann Arbor, Hichigan. Their
Professional Activity Study group publishes average length-
of-stay statistics by diagnostic category and age for patients
discharged from member hospitals. Member hospitals use PAS
data as a measure of their own efficiency in treating patients.

The identities of the individual hospitals included in this
data were not revealed in any way. Any analysis, interpretation,
or conclusion based on this data is ours and the Commission
specifically disclaims responsibility for any such analysis,
interpretation, or conclusion.
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Honorable Elmer B. Staasts

Comptroller Gener:il of the United States
General Accouncing Jffice

4461 G Streec, N.W,

Washington, D,C. 20543

Oear Mr. Staats:

1t is our understanding thac the Department of Defense in its fiscal
year 1977 budget may request over $250 million for the construction and
renovation of hospitals and related facilities, The Committse on Appro-
priations is concernsd that the Department of Defense may be overbduilding
hospital factlities®and would like the General AcZdunting Office~ts ceview g »
the wmethodology of tha Secvices and the Office of the Secretary of Defenss
for planaing and approving the construction or renovation of medical fa-
cilicies, We would like to have ycur report in tise Tor the appropriatipn
hearings on this cwttear, vhich could ba ss aesrly as april, 1976,

The Coemittee would like GAQ to give special attencion to ths following:

The reasonableness of DOU's plamning formula of & beds per 1,000
population served, and the appropriateness of additions uede to the forsuls
for light care facilities and patient transfare,

An snalysis of the hospitals' curreat workload by beneficiary
category, with special eaphasis on the percentage of treatment of military
retirees, length of stay, and how this workload influeaces the proposed
hed s3zing.

The availabilicy of other osarby Pedsrsl hospital facilities avd
how they are considered in DOD's planning activicies,

The Mtlitary Construction Subcommittee staff will be svailable to
meet with members of your scaff to discuss in wore datail the interests
of that subcormittee and the selection of specific hospitals for review.

Thank you for your assistance and cooperation.

sincerely youTs,
. S ,
4
Chsirman
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